To identify low-income working families' health challenges and understand their barriers and facilitators to navigating those challenges.
I
n Canada, 39% of one-earner households live under the low income cut-off (LICO), a commonly used low-income measure. 1 This prevalence of working poverty is due in large part to a low minimum wage and the pervasiveness of "nonstandard work", 2,3 meaning non-full-time, non-permanent work characterized by difficult working conditions and a lack of benefits beyond universal coverage. 2 Non-standard work has been linked to anxiety, depression, sleep disturbance and higher mortality rates than for those with permanent work; 4 further, poverty is associated with the poorest health outcomes for most diseases and causes of death. 5 Recent immigrants (in Canada ≤5 years) are often in non-standard work and living under the LICO, 1 therefore at particular risk of adverse health outcomes.
Our objective was to shed light on income-health pathways by asking low-income working immigrant families in Quebec about their challenges. Since 2001, Canada has received 250,000 new immigrants annually. 6 Most are "economic class", selected because they are expected to contribute on the basis of their age, professional experience, education and English/French proficiency. 6 Although immigrants tend to be highly educated, they face obstacles in obtaining equivalent professional certification to practise within their domain 7 and so are more likely to work in non-standard positions than their Canadian-born counterparts. 3, 8 Accordingly, the poverty rate of recent immigrants is almost twice the national rate. 1 Further, discrimination against immigrants is seen in racialized workers' decreased employment mobility and job security, 9 unemployment among highly qualified immigrants 3 and a waning perception that immigration has a positive impact on Canadian culture or the economy. 10 Peter provides a social justice framework for judging and addressing health inequalities, encouraging a particular examination of the unjust economic, social and political institutions that underlie inequalities and render them inequities. 11 For lowincome working populations, these institutions support policies that maintain a low minimum wage and a surfeit of nonstandard work positions. 8 Further, the long process that immigrants undergo to acquire professional equivalency and, in Quebec, the legislation enforcing French proficiency in the workplace impede integration into Canadian society and can lead to persistent low income. 7 According to de Sousa Santos, inequities are based not only on unjust institutions but also on cognitive injustice: "Without establishing a more balanced (neither relativistic nor imperialist) relationship among rival knowledges, all the policies aimed at promoting social justice will end up furthering social injustice." 12,p.14 For low-income working immigrants, "rival knowledges" may underlie race-based discrimination and a negative public perception of immigration. The growing prevalence of working poverty in Canada has been acknowledged, 3 and the potential health risks have been explored 13, 14 and confirmed. 15 Studies on low-income immigrant workers' health have focused on the employment-health relationship, particularly on the mental health effects of overqualification in employment. 16, 17 The social determinants of health (SDH) have not yet been explored more broadly. 5, 18 Our qualitative exploration of health challenges, using a conception of health articulated by immigrants themselves, thus contributes substantively to effective and relevant priority-setting in lowincome working immigrant health policy. 19 We asked the following: 1) What are the health challenges of low-income working families who access a Montreal food bank? 2) What are the barriers and facilitators for these specific families with regard to navigating those challenges?
METHODS
We used focused ethnography, a qualitative anthropological methodology, to guide data collection on a specific concept (health challenges) in a discrete community (low-income working families accessing an urban food bank) over a defined time period (September to December 2014). Focused ethnography also facilitated close consideration of the socio-political systems that constrain and/or enable the well-being of our population. 20 The setting of the study was a Montreal food bank that distributes food to over 800 low-income clients weekly, 12% of whom cite employment as their primary source of income. Health challenges were valued from within a constructivist paradigm, i.e., challenges were considered to be what participants said they were. 21 In line with cognitive justice, this approach invited perspectives that challenged culturally biased assumptions of not only what the problems were but also how they could be addressed.
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The study was conducted with ethical approval from the McGill University Institutional Review Board and the food bank's Board of Directors.
Conceptual frame
We used the SDH 22 and a strengths-based nursing approach that understands families as having inherent capacities, competencies and resources to navigate challenges. 23 Focusing on family strengths takes the emphasis away from problems and instead highlights the potential to work through challenges. These conceptual frames deductively contributed to interview and observation guides but were themselves scrutinized as data were iteratively collected and analyzed.
Data collection
The primary researcher (RP) was a Masters Nursing student with 18 years of nursing experience. She aimed for prolonged engagement by volunteering at the food bank for four months, using field notes to capture social context. Food bank clients who had at least one employed family member and one child at home were purposively recruited for a total of 10 semi-structured interviews and 3 focus groups in either English or French. Data collection took place during food distribution hours in designated rooms on site. Following preliminary analysis, interviews were conducted with three staff members to provide further contextual data. Interview and focus group duration was determined by the time constraints of the participants (30-60 minutes for interviews, 35-75 minutes for focus groups). All but two participants agreed to be audio-recorded; non-recorded interactions were captured through field notes. Interviews were transcribed for analysis. All quotations have been rendered in English.
To facilitate reflexivity, RP maintained a diary with an analytic narrative of personal and professional issues that affected recruitment, data collection and analysis; debriefing of these issues took place regularly among the research team. 20 For example, while many of the participants were professionals with relatively high social status in their home country, their standing had dropped to low-income, non-standard worker and food bank client at the time of the interview. Thus, issues of power were reflected upon throughout planning (e.g., confidentiality, positioning of interviewer/participant(s), timing, interview questions), and during and after interactions.
Analysis
Iterative analysis included thematic and contextual analysis. 20 For thematic analysis, deductive constructs guided an initial categorization of all data according to the SDH, 22 with a focus on family strengths. 23 This was followed by the identification of emergent inductive codes. Abstraction occurred as relationships among codes converged. 20 Preliminary analysis was verified with client participants through follow-up e-mails to establish accuracy and completeness, and to enhance the relevance of the project to participants. 20 Analysis of contextual data (interviews with staff and field notes) employed deductive (e.g., local and public policy) and inductive (emergent) constructs. This analysis sought understandings of the social and political systems within which these low-income working families experience their health challenges.
RESULTS
All client participants (n = 22) were immigrants; most were categorized as "economic class" and had been living as a couple in Canada for less than five years. Eighteen had confirmed professions before coming to Canada; all were currently employed in non-standard employment (see Table 1 ).
What is health?
When directly asked the question "What does health mean to you?", many responded in the negative, i.e., as the absence of a physical or mental symptom or illness. For example, participants said: "not having worries", "your children are not sick", "not having pain". As the interviews progressed into topics such as "What makes life easier/more difficult for you?", dimensions of social well-being became prominent, clearly broadening the conception of health beyond mind/body to include the well-being of family embedded in socio-cultural contexts. For example: "a state of the soul where you can affirm yourself, realize yourself", "if you're OK with your situation", "having a job… enough income, keeping your mind relaxed", "being positive, learning, singing, dancing…" The field notes detailed clients' harried pace through the food bank line, many having travelled up to 32 km on public transportation to get food for their families. This pace reflected their busy lives, including commitments such as work, language classes and family schedules. One staff member described the importance of accessing the food bank in terms of clients' overall family well-being:
"Children not being able to eat enough and therefore not being able to concentrate in school, and you think, all the emotional… consequences that come from that… The food bank makes things a little easier."
Challenges to well-being Participants described many challenges that mapped onto the SDH 22 (Table 2) ; these included insufficient income, difficult work, work instability, disability and unemployment, food insecurity, inadequate housing and problematic access to health care. Insufficient income infused all narratives. Its importance as a health challenge, often accompanied by difficult work, was described aptly by a mother of five from Cameroon, in Canada for 17 months and working on-call nights: "With a budget that is very much below what is required to meet basic needs, we are always not sleeping at regular hours, not eating at regular hours… With all the effort in the world we won't have good health." Some of the "basic needs" she referred to were captured by other participants as adequate food, warm clothing and utilities in winter, children's over-the-counter medications, preventive dental care and tutoring for children experiencing difficulty in school.
Other challenges related specifically to work. A 48-year-old Cameroonian woman working on call for 0-25 hours per week was unable to find stable work despite a willingness to work for minimum wage outside of her field; she had been told she was overqualified for entry-level positions. Disability prevented a Beninian participant, and the husband of a Haitian participant, from providing for their families.
Food insecurity was a common challenge for all participants, as captured by one member of staff: "Some [clients] are forced, in the sense that they do not have a choice, to come here, because it's the only resource they have. But some choose to make their lives easiersince the service is free." Finally, challenges to health care access related to finding a family doctor, affording dental care and prescriptions, and navigating an unfamiliar health system. Table 2 outlines how challenges were intertwined with the specific hurdles of the immigrant experience and whether these were anticipated by the SDH. Immigrant-specific concerns informed participants' conceptions of health (physical or mental) as "well-being", a broader term we will use from now on. One Cameroonian mother spoke of the inadequacy of her children's school food program in solving her family's food insecurity, because of the unfamiliarity of food served. A Venezuelan participant associated her husband's decreasing weight with his strenuous work, contrasting the hard physical labour with his sedentary occupation in their country of origin. Finally, an Ivoirian woman spoke of the racism her daughter experienced at school. They had rented their home without realizing it was in a predominantly White neighbourhood. She related that their focused intent on integration had hindered them from properly assessing their daughter's experience until it was too late; she lost an entire school year.
Challenges to well-being that did not fit an SDH model included difficulties with professional equivalency, language acquisition for employment, decreasing social status, children's educational equivalency, family unity in the context of children's acculturation, and climate. The prevalence of immigrant-specific challenges was summed up by one concerned staff member with personal migration experience:
"We want qualified immigrants, but when they arrive, we don't give them the tools to evolve and make this society a dynamic one, and a better one. Because this is the purpose of selecting qualified immigrants. I stress a lot on that because I see this every week -I don't want to say every day -but every week I see this."
Barriers and facilitators to navigating challenges Participants described both personal and structural barriers and facilitators to navigating their challenges to well-being. Barriers were signaled by the SDH model, including minimum wage (income); insufficient or irregular hours, lack of benefits or practical skills to find work (employment/working conditions); difficulty securing a family doctor (health services); proximity/ facility of transport to work (housing); unstable work (unemployment/ job security); physical or mental compromise -pain, sleeplessness, anxiety -affecting work, study or family life (disability); high school education or lack of technological expertise (education); food bank accessibility and limited food options (food insecurity); social isolation (social safety network); and neighbourhood factors such as the racialization of geographic spaces (race). Difficulty with professional equivalency was a frequent barrier to meeting challenges. Many spoke of the unanticipated steps and duration of the equivalency process; one related failing a nursing equivalency course because she was required to enter vital signs on a computer -technology she had never used. A staff member described the common disillusionment that results from the hurdles of equivalency:
"Some immigrant families …who are able to work, who had a rough time at the beginning, they may just give up and say… 'I'll just stay on welfare, I'm able to eat, pay my rent, and the government is just giving us money… it's not a lot, but…' "
The primary facilitator to meeting challenges to well-being, anticipated by the SDH model but defined by an immigrant experience, was social support. This was characterized by cultural/ church group membership and friendships developed through work, children's academic integration programs and language courses. A Romanian participant, in Canada two months, spoke of a work colleague who helped with anticipating the winter: "I say, 'what are we going to do in winter?' and he says, 'we have the bus, we have the metro… what's the problem?'… I saw him so positive so it made me less worried. He's from India, it's colder in Romania than in India, so if he's OK, I say OK, I'll be fine too."
Notes taken during focus groups corroborated this supportive phenomenon: participants were strangers to each other, yet came together through the conversation in an empathetic manner, helping each other to express thoughts and congratulating one another on successes narrated.
The following three themes were particularly salient as participants described their challenges.
1. Temporality, uncertainty and looking toward the future. Whether expressed in terms of a definitive timeline for "success" or a general sense that the challenges were a temporary rite of passage to integration, framing experiences temporally had the effect of decreasing uncertainty for some participants. A father from Brazil, in Canada for one year, reflected on accessing a food bank: "Yeah, I mean it's not the ideal… but we understand that… it's temporary." This confidence can be contrasted to the destabilizing effects of uncertainty on a 44-year-old Beninian participant, who found his continued unemployment and inability to provide for his family six years after arriving in Canada difficult to accept: "How much longer are we going to need [the food bank]?... The time that it goes on is important because we are always thinking about our situation… How will I manage? I am anxious all the time. Where will I end up?" Some participants used time to compare their progress with that of others. One woman recalled "all of the waits and everything… It wasn't terrible because we knew of fellow Ivoirians who had come before us, who were not at all integrated, so compared to others it was better." 2. A sense of control contributing to well-being. The control over discrete dimensions of working poverty within the immigrant experience took on importance and seemed to help participants navigate challenges in multiple domains, including language acquisition, parenting, children's education, work schedule and the Canadian winter. Choice gave some participants a perception of active decisionmaking even in the context of deprivation, thus enabling a sense of control over their situation. Two mothers with casual work emphasized their choice to work less so that they could be at home with their children, despite persistent low income and a continued reliance on the food bank. One couple spoke of their decision to rent a larger apartment surrounded by parks: "If we choose to live in another place, we would have a bit more money… but we choose to stay here and do less things." Another participant dealt with her lack of control over finances through spiritual means: "I've passed to another mode of being positive in the head and to believe that God will do a miracle and to continue like that… You can't understand it. For three weeks you don't have more than $10 in your bank account, but you live." 3. Children's well-being as a path towards parental well-being. Increased opportunity for children was the dominant long-term goal for which parents expressed a willingness to endure their challenges: "We had a car, house, jobs… We came here for [the children's] future, not for ours." A nurse related her story of moving to a different neighbourhood to address discrimination against her daughter -a move that increased her daily work commute by over two hours. Finally, a participant whose husband had been off work for three months because of disability summed up the day-to-day utility of a long-term perspective: "It's that desire to succeed that makes that the morning is not, no, all is not lost, you've just started, don't give up… The children are motivated to stay, they're doing better than we are, and when we see them, we want to stay."
DISCUSSION
Low-income working families are more likely to be immigrants, 3 supported through non-standard work, 3, 24 food insecure, 13 and with poor access to health services. 25 To date, exploration of the health challenges faced by these families has focused primarily on employment, income and food insecurity as factors affecting health. 2, 13, [15] [16] [17] While these studies shed light on some roots of the problem of working poverty, a broader exploration of health and its determinants can drive more creative, relevant and effective research and policy initiatives to improve health outcomes for this population. Our study asked low-income working families to describe their health challenges and the barriers and facilitators to meeting these challenges. Overall, three salient findings are especially interesting: first, that our sample was exclusively immigrants, although recruited from a setting largely frequented by but not intended specifically for immigrants. Second, through listening to participants' stories, we had to expand our own conception of health into what participants were clearly describing as a broader conception of "well-being". Finally, our work corroborates the literature showing how the immigration experience is itself the root of many of their challenges (e.g., relocation and integration, 26 acculturation, 18 professional equivalency, 7,27 lowered social status 28 and difficulty finding stable employment 3, 8 ) but furthers this evidence by showing how their challenges to wellbeing, though not exclusive to an immigration experience (e.g., low income, difficult employment and food insecurity), were still greatly informed by it.
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Exclusively immigrants "Economic-class" immigrants are selected on the basis of criteria believed to represent "flexibility" and "adaptability" for "find [ing] success in Canada's labour market." 7 With Canadian immigrants forming a growing proportion of the low-income, working population, 3 it is not clear that this selective economic immigration strategy is justifiable. The majority of families in our study were economic-class immigrants trying valiantly to integrate; however, personal and structural barriers such as minimum wage, work instability, and hurdles in professional equivalency and language acquisition complicated employment and income 27 and contributed to their reliance on food bank services. 15 Further, some participants described mental health issues as they dealt with uncertainty related to professional equivalency and employment. From Peter's health equity and social justice perspective, food banks may "make things easier", but they do not address inequities. 11 Truly addressing inequities requires transparency and navigability of the equivalency process, providing access to language classes, improving pre-immigration communication, and finally -in line with cognitive justice -fostering a sociocultural climate intent on acknowledging and uncovering racial discrimination.
12,27,29
Health and "well-being" Participants in our study described a broad conception of health, which we labeled "well-being". 30 This conception encompassed physical, mental and socio-cultural aspects, thus challenging a narrow biomedical or culturally biased construct of health 12, 31 and confirming the validity of our SDH framework.
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A strengths-based approach frames experience in positive terms, whereby families are encouraged to identify and use their strengths to foster resilience in the face of challenges to well-being. 23 Resilience research with vulnerable populations emphasizes the dynamic, day-to-day process of engaging with one's cultural context, living with and interpreting challenges in a way that fosters "an ongoing commitment to move on, dealing with a series of challenges through time". 32,p.649 Many participants in our study revealed insights into challenges that appeared to foster such resilience: 1) a sense of the temporality of challenging situations; 2) a sense of control in the discrete aspects of life, including finances, work, language learning and the professional equivalency process, housing, and children's education and acculturation; and finally 3) a perspective of children's successful integration as a pathway to parents' own integration. The presence of each of these insights was linked to a positive outlook as participants spoke of navigating challenges to well-being. This broad conception of health was given substance and meaning through the voiced experiences of participants. Where they articulated the everyday rhythm of life and struggle as a low-income working immigrant, there was also strength, resilience and a steadfast focus on integration. By going to a place where low-income working families go and being welcomed to explore their stories, we were able to orient ourselves to experiences that we could not know or fully anticipate by frameworks alone. This approach enabled consideration of a diversity of knowledge and socio-cultural experiences, thereby facilitating richer understandings of a low-income, immigrant experience. 12 
Importance of immigration experience
Finally, our findings suggest that immigration is itself the root of many challenges of low-income working families. The importance of immigration as a determinant of health in its own right 18, 26 is corroborated by the degree to which immigration both implicitly and explicitly infused the challenges narrated in our study. 
Future directions
The main strengths of our study lie in the contributions it makes to the growing literature on immigration as an SDH [16] [17] [18] 26 and the family narratives it provides to suggest useful directions in practice, policy and research aimed at helping low-income working families face challenges to their well-being. 19 Notwithstanding these strengths, as with any study there are limitations. First, our cross-sectional design meant that we only glimpsed challenges at a single point in time; second, because low-income working families are busy, we experienced recruitment and data collection challenges. Future studies on low-income working families, immigrant or otherwise, should aim for a longitudinal design. This would help to broaden an understanding of what allows some families to overcome their challenges while others struggle more. Independent evaluation of specific government and community immigration assistance programs might accompany such research, both through interviews and by monitoring health and social indicators of integration. 29 Our study could contribute both substantive and procedural guidance to such evaluations. Substantive contributions would be at the level of identifying potentially helpful services, such as those related to easing the process of professional equivalency and working in one's field (e.g., internship programs), language training, learning unfamiliar technologies necessary for the practice of one's profession, finding a social community, and adapting to and budgeting for a different climate (e.g., clothing, heating). 12, 19 Procedural contributions would involve encouraging individual mentorship of families according to their strengths and establishing a realistic timeline for both short-term and long-term goals toward integration.
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CONCLUSION
Low-income working immigrant families in Canada are a growing population at risk of immigration-specific challenges. These families have a broad conception of well-being, and their insights provide valuable information for future practice, research and policy directions for programs aimed at helping them face their particular challenges. MOTS CLÉS : population à faible revenu; déterminants sociaux de la santé; santé de la famille; immigration; insécurité alimentaire; emploi
